Objective: To assess the public's knowledge about depression, attitudes toward treatments for depression, perceived causal factors for depression, and reported prognoses of depression, overall and by sex.
T he burden of depression is apparent in Canada 1 and worldwide. 2 Over 1 120 000 Canadians aged 15 years or older have had a unipolar depressive disorder in the past 12 months. 1 However, the rate of conventional mental health service use by individuals with major depression has not significantly increased in the past 10 years in Canada. 3 The high prevalence of major depression has significant public health implications, given its impacts on affected individuals' functioning and quality of life and its economic burden on society. 1, 4, 5 Comprehensive primary and secondary prevention approaches and effective self-management strategies are needed. Unfortunately, these efforts are impeded by lack of sufficient knowledge about depression, by negative attitudes toward evidence-based interventions, and by stigma attached to depression. 6 Mental health literacy refers to "knowledge and beliefs about mental disorders which aid their recognition, management or prevention." 7, p 396 The Standing Senate Committee on Social Affairs, Science and Technology released its final report on mental health and addiction in May 2006, recommending national efforts to improve mental health literacy at the population level. 8 Thus far, there are no national initiatives in Canada specifically designed to improve the public's mental health literacy.
Through various national initiatives over 8 years, Australia has improved mental health literacy in its population. 9 In the Australian national survey conducted in 2004, 9 67.3% of the participants (n = 910) could correctly recognize major depression described in a case vignette. With respect to the types of help seen as being the best for an individual with depression, 56.9% named a family doctor or general practitioner (GP), 28.9% named a counsellor, 23.4% named family or friends, 11.8% named a psychiatrist, and 6.5% named taking medications. 9 When participants were asked specifically whether a range of interventions would likely be helpful or not helpful, 47.8% considered taking antidepressants as helpful for depression, whereas 50.4% reported taking vitamins or minerals as being helpful. 9 Over 80% considered a family doctor or GP and a counsellor to be helpful, which was a higher percentage than those reporting the perceived helpfulness of a psychiatrist (65.5%) or a psychologist (68.2%). Most of the Australian participants (92.0%) reported that physical activity was likely to be helpful for depression, compared with only 44.4% reporting psychotherapy as helpful and 16.7% considering admission to a psychiatric ward as helpful. Such information has important implications for clinical practice and population-based education and promotion.
However, the levels of mental health literacy in the Canadian general population are unknown. It is not clear whether the Canadian public differs from the Australian public in knowledge about depression and in attitudes toward psychiatric treatment. In 2006, we conducted a province-wide survey in Alberta to assess the public's knowledge about depression and attitudes toward its treatment.
Population-based studies have found that, compared with men, women are more likely to have a major depressive disorder 10, 11 and to use mental health services. 12 Conversely, men are more likely to misuse substances. 13 It is possible that men and women have different views about depression, its possible causes, and appropriate help. Decisions about using specific types of help for mental health problems can be greatly influenced by an individual's knowledge and attitudes toward mental health treatments. The objective of this analysis was to assess the public's knowledge about depression, its causes, and prognoses, as well as attitudes toward treatments for depression, overall and by sex.
Methods

Study Population and Sampling
The survey was conducted between February and June 2006. The target population was household residents in Alberta between the ages of 18 and 74 years. Interviewers from the Survey Unit, Calgary Health Region, performed the sampling and data collection. They used the computer-assisted telephone interview method to collect data. The Survey Unit subscribes to a frequently updated database of listed Alberta telephone numbers to maintain and update a listing of provincial residential telephone numbers. For this study, a simple random sample of these numbers was initially selected. Rather than adopting a traditional random-digit dialling technique such as the Mitosfsky-Waksberg approach, which requires clustering, 14 numbers were generated by single-digit substitution (that is, by replacing the last digit of a listed telephone number with a randomly generated one). This ensured inclusion of unlisted numbers in the sample while maximizing the probability of reaching households. When a household was reached, the "last birthday" method was used to randomly select a single subject from the household. The household contact was asked to retrieve or provide contact information (such as a first name) of the household resident who had most recently had a birthday. 15 Once an eligible participant in the household was identified, the interviewer invited this participant to take part in the study. Before each interview, the interviewer explained the purpose and the procedures of the study to the eligible participant. Ethics approval for this study was obtained from the Conjoint Health Research Ethics Board of the University of Calgary.
Measures
We used an adapted version of the depression literacy questionnaire of the Australian study. 9 Prior to formal data collection, cognitive interviews were conducted with 15 volunteers.
The questionnaire started with a vignette of an individual (randomly assigned to be either John or Mary) suffering from major depression according to the DSM-IV criteria. 16 The case vignette follows:
John is 30 years old. He has been feeling unusually sad and miserable for the last few weeks. Even though he is tired all the time, he has trouble sleeping nearly every night. John also doesn't feel like eating and has lost weight. He cannot keep his mind on his work and puts off making any decisions. Even day-to-day tasks seem too much for him. This has come to the attention of John's boss who is concerned about his lowered productivity.
Participants were asked 2 open-ended questions: "What would you say, if anything, is wrong with John/Mary?" and "How do you think John/Mary could best be helped?" Then followed a series of questions asking the participants to rate the likely helpfulness of various interventions (rated as "likely to be helpful," "harmful," "neither," or "depends") for the individual in the vignette. The intervention options were these: people who could help (such as GPs or family doctors, pharmacists, psychiatrists, psychologists, social workers, counsellors, a telephone hotline, close family and friends, or John/Mary trying to deal with it alone), medications (that is, vitamins or minerals, pain relievers, antidepressants, sleeping pills, antibiotics, and antipsychotics), and treatments (for example, physical activity, reading books about individuals with similar problems, getting out more, learning relaxation and meditation, cutting down on alcoholic drinks, psychotherapy, hypnosis, admission to a psychiatric ward, undergoing electroconvulsive therapy, being an occasional drinker, and special diet). There is a professional consensus that GPs, psychiatrists, clinical psychologists, antidepressants, counselling, and cognitive-behavioural therapy are helpful for treating depression. 17 To determine the level of agreement with health professionals about treatment, a score (0 to 6) was calculated for each participant according to the number of these interventions endorsed as helpful. 17 The scores were then converted to percentages. 17 Participants were also asked whether the following items were likely or not likely to be a causal factor for the problem described in the vignette: virus infection, allergic reaction, day-to-day problems (for example, stress, family arguments, difficulties at work, or financial difficulties), recent death of a close family member or friend, recent traumatic events, childhood abuse, genetic or inherited factors, being a nervous individual, and weakness of character. Next came questions asking about the likely result for the individual in the vignette with and without "the sort of professional help you think is most appropriate." The response options were these: "full recovery with no further problems"; "full recovery, but problems would probably reoccur"; "partial recovery"; "partial recovery, but problems would probably reoccur"; "no improvement"; "get worse"; and "don't know."
Analysis
We calculated percentage responses for each question, overall and by sex. Sampling weights were used in the analysis, accounting for the effects of number of eligible participants in each household, number of telephone lines in the household, and sex-age distributions in Alberta. Because we compared men and women in rating various interventions (10 different types of helpers and 11 treatments) and 10 possible risk factors for depression, we used Bonferroni correction by setting the significance level at 0.005 in those comparisons. The analysis was conducted with STATA 8. In the remaining 4102 calls, the interviewers successfully contacted eligible participants. Among these potential participants, 969 refused to participate in the study, 49 completed only part of the interview, and 3084 (75.2%) completed the interview. The ages of 37 participants who completed the interview were not between 18 and 74 years (which was considered to be a result of data entry errors), so we excluded these participants from the analysis.
Compared with the sex-age distributions of the population in Alberta, women and older individuals were more likely to have participated in the survey. Table 1 outlines the weighted demographic and socioeconomic characteristics of the final 3047 participants. These were very close to those of the general population in Alberta.
Among the participants, 75.6% correctly labelled the individual in the case vignette as having depression. Women (85.5%) were more likely than men (66.1%) to have correctly recognized depression (P < 0.0001). For the problem described in the vignette, 45.8% of the participants reported that a GP or family doctor was the best help for John or Mary, followed by a counsellor (17.4%) and taking medication (10.6%) (see Table 2 ). Women were more likely than men to endorse seeing a GP or family doctor and taking medication. Men were more likely than women to report, "don't know what is the best help." It should be noted that some participants provided more than one answer to this question, so the column percentages in Table 2 do not add up to 100%. Table 3 presents the percentages of participants rating specific interventions as being helpful for John or Mary. We calculated agreement scores on the basis of their responses. We found that 34.8% of the participants were in complete agreement with health professionals in determining the appropriate treatment for depression. Women were more likely than men to completely agree with health professionals (40.2% and 29.6%, respectively; P < 0.0001).
Over 90% of the participants could correctly identify possible causal factors for depression, such as day-to-day problems, traumatic events, childhood abuse, and recent death of a close friend or family member (Table 4 ). Women were more likely than men to have correctly identified these factors. A large proportion of participants considered that viral infection, allergic reaction, and having weakness of character were causal factors for depression.
Regarding the prognosis for depression, 80.6% of the participants reported that full or partial recovery was possible with appropriate help from health professionals, and women were more likely to endorse this opinion than men. If there were no professional help for John or Mary, 72.4% of the participants considered that the problem would not improve or would get worse. Again, women were more likely to hold this opinion.
Discussion
We found that 75.6% of the participants in our survey could recognize depressive symptoms and use the correct label, compared with 67.6% of participants in the most recent Australian study. 9 There may be many explanations for the difference. First, because recognition of depression may depend on sex and educational levels, the proportions of female participants and of those with a university degree in this study were possibly higher than in the Australian study. However, information about the demographic and socioeconomic characteristics of the participants in the Australian study was not available. Second, our study was conducted 2 years later than the Australian one, and the results may reflect more current knowledge. Third, the participants in our study may truly have a higher level of depression literacy than that of the Australian public.
Although a high percentage of participants could correctly use the label of depression, our data showed that the participants had limited knowledge about how an individual with depression could best be helped. For example, 11.0% of the men and 4.1% of the women did not know what the best help would be, and the percentages endorsing a GP or family doctor, a psychiatrist, and a counsellor as the best help were much lower than those in the recent Australian study. 9 These findings suggest that future education and promotion efforts in Canada should focus not only on educating people about how to recognize depression but also on disseminating information about evidence-based treatments. Even though over 80% of the participants rated services from psychiatrists and counsellors as likely being helpful, only 8% endorsed psychiatrists as the best help for the individual with depression in the vignette. GPs or family doctors were at the top of the list, which is consistent both with the fact that most individuals with depression are often seen and treated by GPs and with the results from the Australian study. 9 The participants appeared to have mixed understandings about effective treatments for depression. Many participants (62.2%) identified antidepressants as likely being helpful for depression. Large proportions of participants also considered vitamins or minerals and antipsychotics to be likely helpful. In a review of evidence-based treatments, 18 folate was the only vitamin to have its effectiveness supported by randomized controlled trials. Given that many participants stated a preference for self-help and complementary therapies, disseminating information about evidence-based treatments should be a focus in clinical practice and in promotion and education initiatives. More research on self-help for depression is needed.
Original Research
A particular concern was that 27.7% believed in dealing with depression alone, which was a much higher percentage than found for Australian participants (12.4%). This belief may be associated with lower rates of appropriate help seeking, and reducing that percentage to zero is a reasonable public health goal. 19 When participants were asked about possible causes, most (over 90%) correctly recognized the role of negative life events or stressors. However, it is disturbing that 43.3% saw "weakness of character" as a likely cause of depression. This explanation is stigmatizing and can only contribute to a sense of personal failing for people with depression. Antistigma efforts are needed to overcome such views.
Women seemed to be more knowledgeable about depression than men in terms of case recognition and determining appropriate interventions. This sex difference may be related to the lower prevalence of depression among men and their consequent lack of exposure to the disorder. However, this lack of knowledge could also contribute to men's lower rate of help seeking for depression. It is notable that men were also more likely to see depression as caused by weakness of character and to believe in using alcohol to relax. Men may need to be made a particular target for improving mental health literacy as a way of increasing their rate of appropriate help seeking.
This study had several limitations. It was a cross-sectional study relying on self-report; thus, recall and reporting biases were a possibility. In this type of study, data cannot establish causal directions between variables. As in any communitybased study, participation in the survey may depend on certain demographic and socioeconomic characteristics. In our analysis, we adjusted for the effects of sex and age. However, if participation was related to educational level, which was found to be associated with case recognition, the percentages in this study could be either over-or underestimated. The study sample was from Alberta only; therefore, the results may not be generalizable to populations in other regions. Finally, we used the telephone to recruit participants. In spite of the weighting procedures, only individuals with a telephone line at home had the opportunity to be included in this study.
Although an encouragingly large percentage of the Alberta public can recognize depression, our study results suggest that educational efforts are needed to improve general mental health literacy and to clarify specific misunderstandings, especially among men. Mental health education can occur in patient-doctor communications; at the population level, education campaigns and programs such as teaching mental health first-aid skills 20 in the general population may be options. Such efforts should focus not only on symptom recognition but also on disseminating information about risk factors and evidence-based treatments and on clarifying misunderstandings about risk and causal factors for depression.
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Résumé : Connaissance de la dépression en Alberta : résultats d'un échantillon de la population générale
Objectif : Évaluer la connaissance du public sur la dépression, les attitudes envers les traitements de la dépression, les facteurs causals perçus de la dépression et les pronostics déclarés de la dépression, en général et selon le sexe.
Méthodes : Nous avons mené un sondage téléphonique transversal en Alberta, entre février et juin 2006. Nous avons utilisé un procédé de sélection aléatoire des numéros de téléphone pour identifier un échantillon d'adultes de la collectivité (n = 3 047). Un scénario décrivant une personne souffrant de dépression était présenté aux participants à qui l'on posait ensuite des questions afin d'évaluer la reconnaissance de la dépression, les attitudes envers les traitements de santé mentale, les facteurs causals possibles de la dépression, et le pronostic de dépression.
Résultats : Le taux de réponse a été de 75,2 %. Parmi les participants finals, 75,6 % pouvaient reconnaître correctement la dépression décrite au scénario. Les omnipraticiens ou médecins de famille étaient considérés comme étant les plus utiles pour la dépression. Sur les participants, 35 % étaient totalement d'accord avec les professionnels de la santé au sujet des interventions appropriées pour la dépression, 28 % croyaient que la dépression se traitait seul, et 43 % croyaient que la « faiblesse de caractère » était une cause probable de la dépression. Les hommes avaient une moins bonne connaissance de la santé mentale que les femmes, et ils étaient plus susceptibles d'approuver la consommation d'alcool pour s'adapter.
Conclusions : La promotion de la santé mentale et les projets d'éducation sont nécessaires pour améliorer la connaissance du grand public en matière de santé mentale et pour clarifier les malentendus à propos de la dépression. Ces projets doivent cibler particulièrement les hommes.
